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! DEFICIENCY) !
N 002} 1200-8-6 No Deficiencies N 002
; During the annual Licensure survey and
investigation of complaints #35165, #351 66,
#35253, and #34903, conducted January 12-14,
! 2015, at Agape Nursing and Rehabilitation
Center, no deficiencies were cited under
1200-8-6, Standards for Nursing Homes.
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